BACKGROUND: Compared to whites, African Americans have been found to have greater morbidity and mortality from HIV, partly due to their lower use of effective antiretroviral therapy. Why racial disparities in antiretroviral use exist is not completely understood. We examined whether racial concordance (patients and providers having the same race) affects the time of receipt of protease inhibitors.
M
ortality rates from acquired immunodeficiency syndrome (AIDS) is much higher among African Americans than among whites.
1,2 This disparity is partly due to the fact that African Americans are less likely than whites to receive HIV medications. [3] [4] [5] [6] [7] [8] [9] Understanding why disparities in the use of antiretroviral medications exist may lead to improved treatment and outcomes of HIV in African Americans. Previous studies have shown that income, health insurance, and severity of HIV disease only partly explain racial disparities in antiretroviral use. 8,10 -13 One unexplored explanation is that aspects of the patient-provider relationship may influence racial disparities in HIV care. Specifically, African-American patients cared for by providers of the same race (race concordant) report greater participation and satisfaction with their provider than those with white providers (race discordant). 14 -17 This may explain why African Americans in racially concordant relationships are also more likely to use preventive care, 17 and less likely to delay seeking care. 18 Thus, we hypothesize that race concordance may also explain why African Americans are less likely than whites to receive antiretroviral treatment. We set out to examine whether African Americans who have providers of the same race are more likely to receive protease inhibitor therapy than those in racially discordant provider relationships. This is an important issue to study in HIV because the timely receipt of antiretroviral medications can have a profound impact on clinical outcomes. We examined data from the HIV Cost and Services Utilization Study (HCSUS), a cohort study of a nationally representative sample of HIVinfected adults receiving medical care and their providers.
METHODS

Study Population
Full details of the HCSUS sampling design are presented elsewhere. 19, 20 In brief, the reference population was persons at least 18 years old with known HIV infection who made at least one visit, in the context of regular or ongoing care, to a nonmilitary, nonprison medical provider (other than an emergency department) in the contiguous United States, during the period January 5 to February 29, 1996 . The HCSUS used a 3-stage sampling design, in which geographical areas, medical providers, and patients were sampled. In the first stage, we sampled 28 metropolitan areas and 25 clusters of rural counties within the United States. In the second stage, we sampled a total of 148 urban and 51 rural providers.
In the third stage, we sampled patients from de-identified lists of all eligible patients who visited participating providers during January and February of 1996.
Of the 4,034 subjects who were sampled, 2,864 (71%) individuals completed the baseline survey. All participants gave informed consent and interviews were usually conducted in person. Respondents (2,466; 86.1% of the baseline cohort) completed the first follow-up survey and 2,267 persons (84.5% of baseline) completed the second followup survey. The median time from baseline to the second follow-up interview was 15 months, during which time 238 (8%) patients died and 359 (12%) were not located or did not cooperate with follow-up interviews.
To select providers for participation in the provider survey, patients in the first follow-up survey were asked to identify the provider that was most important to their HIV care. Of the 2,466 patients, 222 (9%) were unable to identify a provider. Of the 692 providers identified through this method, 551 had a confirmed identity, location, and mailing address. Each of these providers was mailed a selfadministered written questionnaire, which was completed in 1998, approximately the same time as completion of the second follow-up patient interview. A total of 412 providers completed the questionnaire with a response rate of 75%. For this study, we excluded patients who did not have an identified provider or whose provider did not complete the survey. We also excluded 5 providers because they were nurses, 5 providers because their patients were dropped from the baseline survey, and 6 providers with missing key data. Finally, we excluded any patients or providers whose racial or ethnic group was not African American or white. Thus, for our analysis, there was a final "patient-provider sample" that included 1,241 (43%) of the baseline HCSUS cohort with linked data from 287 providers.
Outcome Variables
At baseline and follow-up, subjects were asked which antiretrovirals medications they had used, and for protease inhibitors, when they began using the medication (see Appendix available online at http://www.jgim.org). From this information, we constructed a variable representing time of first protease inhibitor use. Time 0 was set as the earliest date that a protease inhibitor could have been prescribed, which was December 6, 1995 (the date when Saquinavir, the first protease inhibitor, was approved by the Food and Drug Administration [FDA] ). Some individuals reported using protease inhibitors before this date, perhaps receiving the medication through a clinical trial. For these individuals, time to protease inhibitor use was set to a small positive number (i.e., 0.01). All patients in our cohort were HIV positive and enrolled in the study after the FDA's approval date and were therefore eligible for protease inhibitor therapy if they met prescribing guidelines for protease inhibitors during the course of the study.
Independent Variables
All independent variables were measured at baseline. There were 3 groups of independent variables: patientprovider racial pairs, patient characteristics, and provider characteristics.
